A micro-aerophilic nonhimolytic streptococcus may be cultured from the periphery of the wound, and in the gangrenous central area this organism is associated with a hmolytic staphylococcus aureus, or any other bowel contaminant organism e.g. E. coli or Bacteroides.
The differential diagnosis of Meleney's gangrene includes a necrotizing fasciitis. This is a rapidly progressive, highly toxic streptococcal infection caused by minor trauma but with deeper tissue destruction underneath, often with little subcutaneous manifestation.
The treatment consists of a radical excision, including a zone beyond the area of gross inflammatory involvement. Dr Davis replied that a far more radical approach was advised these days.
Mr P T Savage (Whittington Hospital) said that Meleney's gangrene must be excessively rare in a patient aged only 15. He said that he had had 4 cases of Meleney's gangrene at his Unit at the Whittington Hospital during the past 22 years. Two of them followed right hemicolectomy in octogenarians, one presenting with a pericolic abscess and the other having carcinomatosis peritonei; both succumbed to the illness. Another followed a pressure sore over the sacrum following partial gastrectomy and this man died many weeks later with very extensive destruction of the skin and subcutaneous tissue. The fourth case was a young Irishman on large doses of prednisone for asthma. He developed pressure sores over his elbows and during the next four weeks very extensive gangrene developed of the skin of the forearms and upper arms. He also died from the disease.
Meleney's gangrene is an extremely lethal condition and it seems that only very wide radical excision is likely to cure the condition. As the disease is usually confined to the skin and subcutaneous tissue Mr Savage wondered why it was found necessary to excise the full thickness of the muscular abdominal wall as well as the skin and subcutaneous tissue in the patient presented.
Dr Davies replied that it was because at operation the muscle necrosis was found to be more extensive than was apparent by examining the lesion superficially. September 1970: presented in Manchester after a further attack of jaundice. Liver function tests normal, apart from serum bilirubin 6.6 mg/ 100 ml (112.8 ,umol/l). Plain abdominal radiography revealed gas in the biliary tree (Fig 1) . Oral cholecystography showed a nonfunctioning gall-bladder, and barium meal showed reflux of barium into biliary tree. Laparotomy (14.9.70): Dilated and thick-walled common bile duct was found to be anomalously inserted into first part of duodenum (Fig 2) , with a stricture at the point of insertion (Fig 3) . The distal common bile duct was excised, and reconstruction effected by choledochojejunostomy (Roux-en-Y anastomosis) . Histology of the excised duct showed chronic inflammatory changes and a fibrous stricture. Postoperative drainage of a subphrenic abscess was necessary, from which was grown Klebsiella aerogenes (also isolated from the bile at laparotomy).
He made a good recovery and has remained completely free of symptoms during four years' follow up. Comment Anomalous insertions of the common bile duct demonstrable on operative cholangiography have been described (Schulenberg 1970 , Keddie et al. 1974 ) but these are usually into the third part of the duodenum (Pereira-Lima et al. 1974 ). One previous case of an anomalous insertion into the first part of the duodenum was described by Rosteck (1959) . The majority of previous reports have been chance findings without clinical significance, but in the present case the repeated episodes of ascending cholangitis were almost certainly secondary to the fibrous stricture at the point of insertion into the first part of the duodenum. The etiology of the stricture is open to speculation, but in the absence of cholelithiasis and with histological confirmation of a true fibrous stricture, it seems likely that this could have been peptic in origin, as the pH in the first part of the duodenum is 1.5-3, whereas in the second part of the duodenum it is 7.0-8.0.
The sequence of events in this case may have some practical bearing in connexion with the operation of choledochoduodenostomy, which is often performed by anastomosing the common bile duct to the first part of the duodenum in situations where complete removal of calculi and biliary mud by supraduodenal choledochotomy is difficult. There is a significant risk of cholangitis after this procedure (Smith 1964 , Peustow 1964 , although its advocates state that cholangitis rarely occurs provided the stoma diameter is not less than 2.5 cm (Capper 1961 , Johnson & Rains 1972 . The fact that a stoma of considerably greater diameter than the normal common bile ducts appears to be necessary suggests that some stenosis occurs; in Capper's own series there was a 7 % incidence of complete stenosis, and it is distinctly possible that such stenosis may be peptic in origin. Endoscopic studies in patients who have undergone transduodenal exploration of the common bile duct and sphincterotomy in similar clinical situations have shown no evidence of stenosis (Peel et al. 1974) , and from this point of view sphincterotomy would appear to be superior to choledochoduodenostomy.
